Paramore: Pelvic Visceral Supports
vaginal prolapse-relaxation of the lower part alone. Rectocele, it might be mentioned, was a special condition determined by pathological adhesion between the anterior rectal wall and the posterior vaginal wall in conjunction with deficiency of the perineum. It could, of course, occur either alone or together with looseness of the female pelvic viscera.
Professor PETER THOMPSON, whilst agreeing that the muscles of the pelvic diaphragm and the visceral pelvic fascia afforded support to the pelvic viscera, expressed the opinion that the pubo-coccygeal part of the levator ani acted as a support to the uterus and vagina, mainly in an indirect manner. It was well known that this division of the levator ani had two main actions: (1) It acted as a sphincter of the rectum, and (2) it compressed the lateral walls of the vagina and kept the passage closed. Whilst the vagina was a closed passage the pressure of the atmosphere on the pelvic floor was an important factor in maintaining proper support of the superimposed viscera, but when from any cause the levator ani was unable to exert its normal action on the vagina, the passage became an air-containing tube, the equilibration of the forces was destroyed, and prolapse might result.
Dr. HASTINGS TWEEDY felt that the author'deserved their cordial thanks for the able manner in which he had brought the subject forward, and though they might differ from him in some of his conclusions they could not overestimate the value of his contribution. He had furnished them with anatomical data which clearly showed that strong ligaments crossed the lateral fornices and formed, in Dr. Ovenden's words, "easily defined and striking objects"; that they were of themselves capable of supporting the uterus in a normal position; that when they were severed the cervix sagged downwards-and this in spite of the fact that all the other uterine ligaments were uninjured. Despite these findings Dr. Paramore assigned to them an unimportant role as a uterine support, and his conclusions suggested that Nature had worked in a mann-er similar to that in which a shoddy bicycle was constructed, showing a massing of material in unnecessary places. There was convincing proof that these ligaments when acting nornalUy kept the cervix tucked upward and backward, and when performing this function they were subjected to no greater strain than those which affected other similar structures, as, for instance, the liver ligaments. The levator muscle was essentially the muscle which kept the vagina from deformity, and, offering a counter-force to the intra-abdominal pressure, it enabled the anteflexed uterus to lie between these forces with little aid from its ligaments. If, however, the cervix descended it was powerless to maintain the uterus in anteflexion, nor could it do so if the uterus had once fallen into retroflexion. A tear of its pubo-coccygeal fibres would inevitably result in the occurrence of cystocele and rectocele, with slow descent of the cervix, but how frequently did such cases fall short of complete procidentia, even in elderly women, the obvious reason being that the transversalis colli ligament was intact ? He had never seen a procidentia due to childbirth in which the cervix was not torn, nor could he call to mind an example of one illustrated in anv atlas. His operative results furnished him with further evidence as to the importance of these ligaments and the futility of disregarding their presence in any procedure which had for its object the cure of uterine prolapse.
Dr. BRIGGs held, on both anatomical and clinical evidence, that the pelvic viscera were supported by (a) the levatores ani, (b) their dense lateral pelvic fascite, and (c) the perivascular and other loose cellular tissues. The integrity of the pelvic supports, like the integrity of a joint, did not depend upon ligaments. Fascial structures were purely passive and were maintained or restored by their muscles. The widening of the linea alba during the later months of pregnancy was corrected in vigorous women after labour by the tonicity and subsequent reapproximation of the muscular recti abdominales. Similarly, in planning operations in suitable cases of uterine prolapse, Dr. Briggs believed the restoration of the levatores ani and their fascim by extensive buried sutures in, under, and around the vaginal walls, without the removal of any tissues, still remained the main aim of the surgeon. Attacking so-called ligaments, if always practicable, or making a "new " suspensory ligament, always practicable by ventrofixation, was only to change the uterine axis. As the pelvic peritoneum could not be dealt with like the hernial sac generally, the operative treatment of prolapsus uteri rests upon the restoration of the muscular and fascial strata. He thought the discussion and Dr. Paramore's conclusions had not changed this aspect of operative gynawcology.
Dr. ALEXANDER MACPHAIL remarked that the full and complete contributions of other anatomists to the discussion had left very little of practical value to be added from that point of view. He would emphasize, however, the distinct attachment of the levator ani to the vaginal wall close to the cervix and the close connection established there with the visceral layer of the pelvic fascia, the latter probably being the more important in the matter of uterine support. It appeared to him that, in the couise of the discussion, a tendency had been shown to wrongfully assign a supporting function to one set of structures to the exclusion of others; the ivia mnedia of attributing this both to the " suspensory fascia" and to the "pelvic diaphragm" seemed to him to be the only sound course from the anatomical point of view. As to the priority of the lesion in these structures, in the incidence of prolapse, he had nothing to add from personal observation, nor had he been able to gather a definite conclusion from the experience of others; but it seemed to him that nothing short of the testimony of a watchman in the parametrium at the moment of its occurrence would justify dogmatic statements on the l)oint. He congratulated Dr. Paramore on his stimulating paper.
Dr. MACNAUGHTON JONES said that he had most carefully read both the papers which had been before the Section, and, if the conclusions drawn by either Dr. Fothergill or Dr. Paramore were correct, then he hal for years, when teaching anatomy, been misleading students, and he had been up to the present wrong and misleading in his writings. If it were true that the pelvic fascia was the sole factor in supporting the uterus he had been wrong, and equally misleading if the levator ani was the main force in effecting this object. However,
